Abstract. The international literature on triplet births is surveyed. No definitive work on triplet gestations exists. The relatively few articles on this subject are divided into three categories: 1) national data; 2) locai, regional or hospital series; 3) case reports. Clinical concerns, such as prematurity, low birth weight, bed rest, and tocolysis, are discussed with specific reference to literature citations.
whereas mixed-sex triplets occur as a result of multiple ovulation [1] . In 1960 Alien [1] mathematically approached the problem of determination of the frequency of specific combinations of triplet and quadruplet zygosities. However, at that time, the concept of "vanishing twin" did not exist. In 1982, Landy at al [29] reviewed the literature on this phenomenon and subsequently Landy et al [30] confirmed observations collected from the literature by a prospective study. More recently, the term "vanishing sac syndrome" was used to describe this process in higher order multiple gestations [17] . Gindorff et al [17] reported sac to embryo reductions as follows: 2 •>• 1 ; 3 •>• 2; 4 •>• 2; 5 •»• 3. As a result of these findings, it is reasonable to suggest that Allen's [l] commentary may require modification to consider reductive as well as additive processes.
Human triplet gestations share many characteristics of twin births. In contrast to twin gestations which derive either from the release and subsequent fertilization of two ova or from the later division of one zygote, triplet gestations may derive from one, two or three ova [1] . Except in unusual clinical circumstances [21, 34] , the relative theoretical 
LITERATURE REVIEW
To date there is little sustained clinical interest in presenting a continuum of national data on triplet birth rates ( however. First, triplet rates (per 100,000 deliveries) vary widely between countries. In general, they parallel the well-known differences observed for twins in which the highest rates are found in Nigeria, the middle range occurs in Caucasian populations, and the lower range occurs among Orientai races. Second, triplet zygosity varies by maternal race. In the Australian data, the frequency of MZ and DZ triplets is equal; in contrast, DZ triplets in Nigeria are more than five times as frequent as MZ triplets. Third, Japanese interest in triplets is unique; no other nation has comparable published data in the clinical literature. Lastly, a report from Sweden [6] is the only national survey that proposes giving social assistance to family units as a means of countering the potential for family dissolution from financial and emotional pressures. A variety of problems are addressed, but no specific medicai concern is prominent. It is possible that other reports also exist, but ad there is no registry of such reports, we are unable to verify the exact number.
COMMENTS
By far the most frequent compilation of triplet pregnancy is preterm labor. Aggressive management policies are necessary in order to anticipate the onset of premature labor. Such policies might include cervical assessment by vaginal examination from the 22nd week onward and the use of external monitoring devices to document insensible contractions. In conjunction with these policies, obstetricians must be prepared to institute bed rest and/or tocolysis on short notice. Although no consensus exists regarding the efficacy of bed rest in decreasing premature labor and preterm delivery in triplets, this intervention has little potential risk and offers many potential benefits. In spite of the lack of comparative randomized efficacy trials in triplet gestations, the use of tocolytic agents also logically may be of benefit in prolonging gestation.
Delivery by cesarean section is almost uniformly advocated for certain forms of firstfetus malpresentation in multiple gestations. When fetal malpresentation is not present, however, prior experience, anecdotal recollections and hospital-dependent policies appear to be the most persuasive elements in decisions affecting route of delivery. It is tempting to propose that multicenter randomized controlied studies address this issue; however, the logistics of such an approach and the extremely small number of potential patients to enroll in trials, as well as the adverse medical-legal implications of any outcome judged less than ideal, ali speak against the likelihood of such trials ever coming to pass. In contrast, it is reasonable to propose that ultrasound be used more often to aid in the diagnosis of triplet pregnancy and to monitor its management.
The need to develop a more comprehensive data base on triplets as well as higher order multiple births is underscored by the following considerations: 1) fertility-inducing agents are being used with increasing frequency in developing as well as developed nations, and this innovation in ali likelihood will lead to more triplet pregnancies. 2) the regionalization of perinatal services throughout the world will increase the survival rate among triplet infants born prior to terni.
In order to facilitate acquiring a clinically useful body of knowledge regarding triplet pregnancies and births, the following academic issues should be addressed: 1) the method of presentation of national data should be standardized; 2) clinical data from hospitals and regions should incorporate comments on therapies that are presently in question, ie, the type and dose of tocolytic agents when used, the amount and duration of bed rest, the use of ultrasonography, and methods employed to determine zygosity; 3) the preferred route of delivery, type of anesthesia and cost of care should be described, at a minimum. The complexity and importance of these questions may possibly be best addressed by an international conference convened by the International Society for Twin Studies.
